piece which examined the fate of jury recommendations in general and pointed out in how few instances such recommendations were made known to the people who should best utilize the information.
This case tragically illustrates the multifaceted nature of the familial, social, educational and psychological needs of children which are tackled piecemeal by a fragmented mosaic of services. Each agency or system in the treatment, caring, education and training paradigm brings its resources to bear only on one section of a child's functioning, or for a brief period of a child's life, and extrudes the child from care when its repertoire of child-altering behaviour is deemed. either completed, or, more frequently with very troubled children, exhausted or ineffective: at this point, referral is made to another agency or system, the whole resulting in a discontinuous, frequently ineffectual, and often deleterious series of "helping" efforts on behalf Ofthe child and his family.
The fact that the treatment needs of the child should not be considered in isolation from his educational, nurturing and training needs would seem to be so obvious that such a statement hardly bears repeating (11) . However, there are still people who appear surprised when they hear that it is largely by happenstance of geography, referral source or symptomatology that a child ends up in one or other of the helping systems-correctional, social service, special educational or mental health. Children with the most complex problems are bounced from one service system to the other, each having its own jargon, its own concerns about confidentiality, and its own deeply ingrained suspicion of the other service systems.
To quote Ackoff (1), "We have to realize that no problem ever exists in complete isolation-every problem interacts with every other problem and is therefore part of a set of inter-related problems, a system of problems. ' , English does not contain a suitable word for 'system of problems', therefore, Ackoff has coined one, and has chosen to call such a system a 'mess'. It is nice to have an operational definition and it is certainly fair to view our present uncoordinated fragmented mosaic of services on behalf of children a 'mess'. However, the identification of the presence of a mess is nothing new. Pleas, exhortations, cohort surveys and commission reports (5, 6) have for the past fifteen years underlined the fact that our present system of services for children and adolescents is inadequate, and, where it exists, is fragmented, lacks cohesiveness, and is not consistent. (12, 18) Just how inadequate and inconsistent it is, is illustrated by a study of the case material of children and adolescents referred to the Childrens Mental Health Services Branch for assistance in residential treatment placement. Added to the other four branches of the Mental Health Division of the Ontario Ministry of Health in September, 1969, this branch was to be responsible for the planning and development of a comprehensive program for the care and treatment of children and adolescents suffering from mental and emotional disorders. Inevitably, in addition to its planning, promoting coordinating and licensing functions, the Branch began to be used as an unofficial placement bureau. Between April 1, 1970 and March 31, 1975, nine hundred and fifty-two children and adolescents were referred. Every fourth chart was selected for study and the statistics are based on these two hundred and thirty-eight cases which included one hundred and sixty-eight boys and seventy girls, a ratio of 2.4: 1.
The -age-dIstribution:' of the boys was binodal with two peaks at nine years and 13.9 years, whereas the incidence among the girls increased fairly steadily with age, peaking at 14 years. Even the very inadequate case material available was sufficient to underline the fact that residential treatment for these hardest-to-place children, is 'the refuge of the destitute' and follows years of emotional damage and deprivation, multiple placement and a series of poorly conceived interventions in children, many of whom were already suffering from organic problems from the prenatal period. To think that a period of intensive treatment, however expert (and it is frequently less than expert) can undo the cumulative stress of years of damage is myopic at best and megalomatic at worst. Table I) Of these 46 children, all but 13 had presenting symptoms and behaviours which could be ascribed, at least in part, to organic problems.
Case Review
Patrick D. had been in 16 foster homes, had reduced the staff of one psychiatric unit in a general hospital to a state of desperation and had sojourned in two others before he finally gained admission to a treatment centre. He was just 12 at the time. The youngest of seven, his mother had deserted the family when he was 2; two of his sibs were adopted and one was already in jail (a graduate from a treatment centre). One might reasonably ask what any treatment centre -however skilled the staff -could possibly do to enable Patrick to learn to trust others sufficiently to form any kind of relationship. The sources of referral reflect the family breakdown situation of these children; by far the largest number of referrals came from Children's Aid Societies, the next largest from the "Mental Health system" . These children had already had more than their share of treatment and assessment resources -132 or 34.0 percent of the placements had been in mental health facilities, 4 percent in retardation facilities, 66 percent in foster homes and group homes, and 5 percent in training schools.
By far the iargest number of symptoms fall into the category of disruptive behaviour (See Table V ) the sort most difficult to deal with and that which frequently provokes the removal of a child from the foster home, group home, or treatment centre and ensures his or her entrance into the correctional services system. The vicious cycle does not end at that point however, because such children (by now adolescent) are then referred to psychiatric hospital units or treatment centres because they are deemed to be disturbed. This review leads to the following conclusions: • Treatment cannot be considered in isolation from the need for continued care or nurturance. Despite the fact that "treatment" agencies do attempt to ensure that another agency-social agency, school or the family itself-will provide continuing care for a child when the treatment intervention is no longer deemed necessary, nevertheless, there is all too frequently no real follow-up, no real commitment to continued treatment responsibility for that child nor, indeed, any automatic feedback of information to that treatment agency if the prognosis made or the outcome predicted did not occur. Often, when a child is still deemed to be 'disturbed', he starts all over again in a new treatment agency rather than being returned to the one responsible for his care, even one or two years previously. • The treatment of the child as the index patient should be considered in the context of the family situation. In one instance, five children from one family had been placed at different times in five different treatment centres! • In 1962 (8), Eisenberg, cogently emphasized that the multi-placed child is the most disturbed child and that whether he is multi-placed because he is disturbed or whether he is so disturbed because he is multi-placed is a moot point. Adequate assessment of all children should be a must before they are repeatedly bounced from one foster home to another because of their testing behaviour. We know enough to provide better matches between children and placements. • The children in care of child welfare agencies have, of necessity, a very high percentage of physical and emotional learning disorders. Foster parents who take them into their care and adoptive parents who take older children into their families should be advised that they are undertaking a therapeutic task, they are not just gaining a son or daughter, and they require resources, financial, training and supportive, to undertake such a task. • The needs of the child and not the needs of the foster parents, adoptive parents, agency or treatment centre should be paramount and a child should not be moved so rapidly for the convenience of the adults in question, that he or she is further emotionally traumatized. • A child has the right to be cared for (2) whether he is in the care of his own family or of a social agency or a treatment setting. He has a right to be involved in the plans that are being made for him (22) . He has a right to continued contact with his roots of origin, his natural parents, his siblings, or with other important adults from his early years (13) . Placement of a child, whether it be into a treatment setting, a training school, or another family is a serious and important step and should not be undertaken lightly, and the decision to place should be made not by the least skilled and trained, but by the best trained, most experienced personnel. The case review underlines the families at risk as those which have broken up; those where the parents are overwhelmed by too many children: and those where the parents themselves were deprived. We know which children are at risk. We cannot afford to continue to utilize our resources as we have until now, for the hardest-to-place children, as they are frequently ineffective and incredibly expensive (9) . The answer is not just to provide more treatment settings. More services do not necessarily solve the problem; in fact, for the multi-problem child, they probably add to it. (One autistic five-year-old had had no less than six inpatient assessments over a period of eighteen months.)
The Province of Ontario has a comparative wealth of resources for children; the Ministry of Health in 1971 gave top priority to the development of mental health services; treatment is free in centres designated under the Children's Mental Health Centres Act of 1971; by 1975, the budget for child mental health services had tripled over the past four years; a definitive attempt has been made to provide services more equitably across the Province and to increase the provision of outpatient clinics, but even so, there are too many disturbed children and for many of them, treatment is "too little and too late"
Some of the problems contributing to the 'mess' of discontinuity are: • The multiplicity of agencies needed in order to provide adequate attention to the educational, treatment, training, and nurturing needs of the individual child. • The degree of cooperation between agencies required in order to develop a continuum of care for the individual and which will necessitate willingness to share confidential material, respect for each other's sphere of expertise, and a recognition that a child being dependent, requires consistency of care and a continuation of concern until such time as he or she is independent. • There are, as yet, no good outcome measures by which the effects of various types of intervention can be measured. Despite the fact that we have recognized for a number of years that there are too many severely disturbed adolescents, we have not turned our attention to trying to decrease the incidence of severe emotional disturbance and deprivation in our population. We talk about, but have not yet begun on any large scale, trying to promote optimal social and emotional growth and development in children (4, 17) . To think preventatively, rather than curatively, will require a change of attitudinal set, to regard children as a natural resource rather than as the responsibility totally of their individual parents; to regard parenting as a privilege rather than as a right and to provide training in parenting skills to parents just as training in driving skills is provided to potential drivers.
The development of an adequate service system geared to the promotion of social, intellectual, and emotional competence in children, will require coordinated conjoint planning between a multitude of agencies at the local level and between different systems at regional and central levels (16) .
Types of Planning
Ackoff (1) has recently elucidated attitudes toward planning which he states can be grouped into four general types. These have considerable relevance in the field of mental health planning: inactive; reactive; preactive; and interactive. The inactivist is satisfied with the way things are and the way they are going and believes that any intervention is unlikely to improve things and will probably make them worse.
Reactivists prefer a previous state to the one they are in and believe that things are going from bad to worse. Reactivists reduce complex 'messes' to simple problems that have simple solutions, for example, in educational terms, "Bring back basic teaching of the 3R' s and the strap" .
Preactivists are not willing to settle for things as they are or once were. They believe that the future will be better than the present or the past so they attempt to predict and prepare. Preactive planning and problem-solving is based on logic, science and experimentation but considers the system to be managed only in terms of the resources within that system.
Interactivists believe we are capable of controlling a significant part of the future as well as its effects on us. They try to prevent not merely prepare for threats, and to create not merely exploit, opportunities.
'Inactive' Mental Health Planning
Such planning reacts only to threats. A 'drug' crisis is dealt with by the development of 'drug' services; psychiatric problems are defined by some psychiatrists as those of clearly delineated psychoses or neuroses-the adolescent with aggressive acting-out behaviour is regarded as having a social problem and, as such, is clearly to be dealt with by the social agency.
Reactive Planning
Panacea prone problem-solving comes under this heading -family therapy for every troubled family; behaviour therapy for every child; each new treatment method in turn hailed and tried only to be discarded as disillusionment sets in. The reactive psychiatrist treats the psychotic parent but forgets that she has developing children at home; treats the drug addicted mother but forgets that she is dependent on her children to meet her infantile needs. The reactive health service is directed to fixing things up that have gone wrong-curing disease and repairing, removing or replacing malfunctioning parts regardless of the fact that the patient's life-style or nervous system overactivity cause the malfunction in the first place.
Preactive Planning
Preactive health services place emphasis on preventing illness and injury rather than on curing them-inmmunization and early detection and remediation are preactive techniques. Preactive planning, however, changes only one system without recognizing system interconnectedness, for example, it provides mental health services but does not recognize the educational, nurturing and training needs of the children being treated (11) . Such system isolation tends to skew delivery service, such as, a change in the school board resources resulted in failure to fill psychological vacancies in three areas of the Province, thus putting stress on the Regional Children's Mental Health Centres.
The move from training school into community-based group homes certainly utilized the normalcy principle but failed to recognize the degree of disturbance in the adolescents placed there and the effect their presence would have on local schools, and so on.
Preactive planning is very expensive and fails to recognize the multi-faceted needs of children or the cross system implications of program change.
'Interactive' Planning
Interactive health services attempt to remove causes of illness and injury by changing the environment and style of life of those who live within it. In summary, one might describe the interactive approach as a flexible, synthetic and an open systems approach. There is some evidence that the synthetic mode of thought or systems approach is gaining momentum. Nixon (15) has even gone so far as to suggest that exploitative man in post-industrial society is giving way to a new breed, homo sapiens ecologium. Demause (7) has suggested that we may have moved into a new helping mode in child rearing and postulates that as soon as the mode of care changes for enough children, society begins to move in unpredictable directions.
There are signs that interactive planning is beginning to occur. In several regions in Ontario agencies have voluntarily begun to set up interagency councils to coordinate service delivery, recognizing that mental health, public health, family agency and educational components are all important. An alliance of twelve voluntary provincial associations has been formed to work together on behalf of all handicapped children; various interministerial councils and task forces have begun to look at the implications for coordinated planning. There is increasing recognition that services are overwhelmed, that there are too many severely disturbed children for the number of available resources; that the most deprived and disturbed children spend long periods of time in the social service and correctional systems with the lowest staff/child ratios, the least training and the least professional support. The sheer magnitude of the problem in numbers (70,000 children and adolescents are seen in Ontario by mental health workers of all disciplines, but 420,000 are in need according to the CELDIC figures) (5) and in degree of damage and disturbance lends increasing weight to the development of interactive planning geared to strengthen the normal developing coping skills of the child population rather than attempting to alleviate only already developed symptoms or problems.
The recommendation for an open systems approach to the planning of mental health services is nothing new (20) , such authors as Holder (10) Neufeldt (14) . and Schulberg and Baker (21) have described plausible patterns of approach.
Intersystem connectedness and possible planning strategies have been described by Randall (19) and Thompson (23) .
An alteration to an 'interactive' approach would require: acceptance of other systems as being essential; willingness to share information; willingness to share resources, for example, not my patients in the hospital and your delinquents in the training school or group home, but our common shared responsibility to plan for, care for, educate and foster the development of our children.
Summary
Even under conditions which might be considered ideal for the development of a comprehensive system of services for disturbed children and adolescents (adequate financial resources, good recruitment and training programs and collaboration between different government departments concerned with youth), there are factors which mitigate against the development of a logical service system. Program development is groomed by its historical background, coloured by prevailing societal attitudes toward children and skewed by the existing funding mechanisms.
The case records of children and adolescents referred for assistance in residential treatment placement over a five-year period are analysed in terms of previous interventions. It is evident that the multifaceted nature of the family, social, treatment, and educational needs of children are tackled piecemeal; each agency bringing its resources to bear only on one aspect of the child's functioning and extruding the child when its repertoire of child altering behaviour is exhausted or deemed ineffective; at this point referral is made to another agency or system, resulting in a discontinuous, frequently ineffectual series of "helping" efforts.
Understanding, modifying and coordinating service development will require interactive planning between all the caring, treatment, and educational systems on behalf of the child population.
Resume
Merrie dans des conditions qui peuvent etre considerees ideales pour le developpe-ment et un systeme complet de services aux enfants et aux adolescents, souffrant de desequilibre mental (des ressources financieres suffisantes et un recrutement judicieux du personnel, et une collaboration entre les differents services gouverriementaux interesses It la jeunesse certains facteurs viennent entraver un systeme logique de service.
Le programme de developpement est defini par son arriere plan historique, mis en valeur par les attitudes societales du milieu It l' egard des enfants orientes par les mecanismes de financement existants. Les rapports d'enfants et d'adolescents orientes vers des centres de traitement residentiel, sur une periode de cinq ans, sont analyses It la Iumiere des interventions anterieures, II est evident que les multiples aspects de la nature des besoins des enfants sont approches separernent; chaque agence n'applique ces ressources que sur un aspect des comportement de I' enfant et congedie l'enfant quand son repertoire d'intervention sur I' enfant est epuise ou considere comme inefficace. A ce moment, on refere I'enfant It une autre agence ou systeme, ce qui constitue une serie d'efforts discontinus et frequemment sans resultat.
La comprehension, la modification et la coordination exigeront une planification d'interaction entre tous les systemes de soins, de traitements et d'education au benefice de I' enfant. 
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